Acute pancreatitis with diaphragmatic hernia is rare, and furthermore, very few were reported in the case without incarceration. The suggested mechanism of acute pancreatitis with diaphragmatic hernia is that herniation of pancreas itself. The other possible mechanism is pancreatic ischemia due to traction after aggravation of hernia or acute distention of stomach. We report a case of acute pancreatitis due to diaphragmatic hernia with no evidence of herniation of pancreas. A 78-year-old male was administered for epigastric pain and dyspnea. The radiologic and laboratory result demonstrated an acute pancreatitis with diaphragmatic hernia without any evidence of herniation of pancreas. The patient was managed conservatively to reduce the hernia and to treat pancreatitis. Korean J Pancreas Biliary Tract 2018;23(4) (Fig. 2) .
INTRODUCTION
Diaphragmatic hernias may occur through the esophageal orifice or other congenital openings. The herniated contents of migration may contain the stomach with various other abdominal organs such as colon, omentum, small intestine, or spleen. Recently, a few literatures reported the association between diaphragmatic hernia and acute pancreatitis. [1] [2] [3] [4] Furthermore, few 1 were reported in the case of pancreatitis due to hernia without evidence of incarceration. In this article,
we present a case of acute pancreatitis due to diaphragmatic hernia with no evidence of herniation of pancreas.
CASE
A 78-year-old man presented with one-day history of severe epigastric pain and dyspnea. There was no relevant history of medicine, alcohol or trauma. Scores of years ago, the patient had a history of diaphragmatic hernia at routine check up in primary clinic, but he remained asymptomatic. (Fig. 1) . Chest computed tomography (CT) showed extensive left diaphragmatic hernia, resulting in nearly complete collapse or consolidation in the left lung and mediastinal shifting to the right side (Fig. 2) .
Initial abdomen CT revealed mild pancreatitis which showed suspicious focal pancreatic parenchymal swelling at the pancreatic head area, but no remarkable pancreatic duct dilatation or pancreatic necrosis (Fig. 3) . Abdomen CT showed no remarkable common bile duct stone. Serology (Fig. 6 ).
We recommended that the repair of the diaphragmatic hernia would be required. However, the patient refused to undergo surgery. The patient was discharged with no symptoms and a plan to follow-up for pancreatitis with diaphragmatic hernia.
Thirty four months later, the patient remained asymptomatic and follow up CT was not performed because of patient's refusal. fortunately, the conservative approach to reduce the hernia and to treat pancreatitis has an effect in our case, we believe that a fundamental therapeutic approach is repair of diaphragmatic hernia especially in case of acute pancreatitis associated with diaphragmatic hernia.
Given the limited number of cases reported so far, Elective repair may be considered in younger patients with low perioperative risk to prevent future complications.
When we encounter the patients with a history of hiatal hernia, diagnosed as pancreatitis without the evidence of the common causes of pancreatitis such as alcohol, stone, trauma, immunologic reaction, the diaphragmatic hernia should be considered for the underlying case of unknown pancreatitis. In addition, without evidence of herniation of pancreas, acute pancreatitis due to diaphragmatic hernia could occur.
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